BackgrOunD: Lack of coordination of care is one of the largest obstacles involved with treating opioid dependence. Physicians also face the challenges of managing comorbidities and dealing with relapse.
T here are many obstacles in managing opioid dependence, including selecting the appropriate treatment plan, resolving the patient's pain, and identifying the options for alternative treatments. Physicians are left trying to streamline a patient population that may be abusing opioids and place them in programs that could benefit them. Quite often, pharmacologic treatment of opioid dependence isn't enough, and psychosocial treatment services will be required. Offices should make sure that they have the proper education, personnel, and resources to be able to provide psychosocial services in conjunction with the medical therapy. This is in addition to the training the physician needs in order to provide office-based opioid treatment.
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Goals of Pain Management
Pain is increasingly recognized as the fifth vital sign; a patient's level of pain should be evaluated at every visit along with other vitals such as blood pressure and pulse. 3 The need for improvement in pain management is well known. Despite the availability of many pain medications and the increased utilization of opioid analgesics, the level of unrelieved pain remains unacceptably high. 4 While there is disagreement over whether the goal of pain management should be to improve patients' day-to-day functioning or reduce their pain, the American Pain Society feels that the primary goal should be treating patients to achieve increased levels of functioning. 5 Reducing the patient's pain level may improve quality of life by increasing function and reducing suffering. 5 There are many barriers to effective management of pain which can lead to inadequate pain relief, can increase risk of dependence, and adds additional cost to the health care system. 6 There is currently no set standards for re-evaluating patients receiving pain medications. Goals should be set on an individual basis and re-evaluated regularly. If these goals are not achieved, the treatment plan should be re-evaluated and changes to treatment made in order to meet goals.
Challenges in Managed Care
Inappropriate Management. One of the biggest challenges is the inappropriate management of patients. There is little to no coordination of care; many patients have multiple prescribers, and there are high rates of abuse and diversion. 7 Studies have reported a lack of knowledge regarding pain management principles among physicians of all levels. 8 Many prescribers report hesitancy in prescribing opioids because of concerns surrounding adverse effects, respiratory depression, and risk of dependence. 4 As recently as 2000, pain management and end-of-life issues were not emphasized in medical school curricula. In 2003, a mandate was issued by the Liaison Committee on Medical Education recommending that all medical students go through formal training in end-of-life issues and palliative care, and residency training in these areas is now required by the American Board of Internal Medicine.
illegal activities such as selling drugs. The more aberrant the behavior, the higher the risk of developing addiction. 9 Risk tools described earlier in this supplement for assessing aberrant behavior should be utilized. To reduce or avoid the risk of abuse, physicians must implement adherence monitoring programs. 11 Studies have shown that monitoring compliance with random pill counts, for example, and random urine screening results in noteworthy reductions in utilization of illicit drugs. 12 Fishbain et al. performed an evidenced-based review of studies of abuse, addiction, and aberrant drug-related behavior seen in patients with chronic pain and taking oral opioid medications. 13 Among 5 studies of chronic pain patients (n = 15,442), the average percentage of aberrant drug-related behaviors (as determined by urine toxicology screening) was 20.4%. It was noted that aberrant drug-related behaviors were identified at a higher rate by urine toxicology screenings than by observation of patient behavior (20.4% vs. 11.5%). The 11.5% was determined by a review of 17 studies (n = 2,466 chronic pain patients) that identified aberrant drug-related behavior through observation alone. These results further emphasize the need for doctors to perform routine urine screenings on their opioid patients. 5, 13 Patients should know at the beginning of treatment that these tests will be done, and that they are for their benefit, similar to how diabetics test their blood sugar to make sure they are staying on track with their therapy.
Primary care physicians should be educated on when a patient needs to be referred to a pain management specialist. Likewise, if a pain management specialist has identified an issue, he/she should know when to refer the patient to appropriate resources or services.
Management of Comorbidities.
Psychiatric disorders are commonly seen in patients with opioid dependence. Opioid dependence is commonly characterized by frequent relapse and results in social and health consequences, including unemployment, criminal behaviors, and blood-borne infections (HIV) from injecting opioids illicitly using dirty or shared needles.
14 A recent non-interventional observational study looking at depressed patients and satisfaction with methadone maintenance treatment reported that patients with depression experienced more opioid withdrawal symptoms compared with nondepressed patients. 14 This correlates well with other studies, such as those performed by Mitchell, et al., and Schreiber, et al., that show poorer outcomes with methadone maintenance therapy in depressed patients. 14, 15, 16 These findings further emphasize the need to treat comorbid conditions such as depression for optimal patient outcomes.
14 Antidepressants help with concomitant depression, but many are now being used off-label to treat chronic pain. 5 Incorporating appropriate antidepressants into an opioid dependent patient's regimen may be an effective treatment strategy on multiple levels. 5 Negative emotional states may be strong predictors of relapse in opioid dependence. As such, addressing a patient's coping Lack of Coordination of Care. The lack of coordination of care in chronic pain treatment is critical. Often a primary care physician is prescribing opioids, but the patient may see other practitioners who also prescribe pain medications. The traditional approach of opioid management within a managed care organization (MCO) has been to look at medical and pharmacy claims data and try to identify multiple prescribers and multiple pharmacies for a patient receiving opioids. Many patients with drug-seeking behaviors will go to multiple pharmacies, often paying cash for their opioids, in order to obtain more medication or to avoid being caught going to multiple prescribers ("doctor shopping"). If the claims are not being billed to the MCO or pharmacy benefit managers (PBM), it is much more difficult to be tracked, as MCOs can only report on the prescriptions for which they are being billed. If a MCO identifies a patient going to multiple prescribers and pharmacies, they may limit the patient to 1 pharmacy, or notify the prescribing physicians. MCOs collaborate with PBMs to perform drug utilization reviews, individual profile reviews, and perform reviews for fraud and abuse. MCOs and PBMs may also look closely at high cost members-those members who utilize the top 10% of resources. However, the problem with opioid dependence is much larger than just cost. Patients who have substance abuse disorders utilize substantially more health care resources than nonabusers. For example, they are 6.7 times more likely than nonabusers to be hospitalized, and 2.3 times more likely to utilize the emergency department. 9 Emergency department (ED) physicians, like other health care providers, often struggle to distinguish patients with legitimate pain from those reporting pain fraudulently to obtain narcotic prescriptions for abuse or diversion, as pain is principally subjective. 10 There is also a disconnect in tracking patients who utilize the ED for obtaining pain medications, as they are not identified on prescription monitoring programs set up by the MCOs. The medications dispensed in the hospital or ED are billed through the patient's'medical benefit, not the prescription benefit.
Several organizations are now incorporating an integrated approach to chronic pain management, including looking at patients as a whole (including a behavioral component), implementing management programs for existing disease-state conditions, and developing programs to manage individual patients as a whole. Physicians need to continue to monitor their patients, both for pain and for aberrant drug-related behavior. Formal opioid treatment agreements between the physician and the patient should be in place so the patient knows what is acceptable and expected of them, while protecting the physician as well. Aberrant Drug-Related Behaviors. Aberrant drug-related behaviors cover a broad spectrum, from aggressively seeking medications and increasing dosages without physician approval to injecting or snorting medications intended for oral use and identify and help employees who are suffering from a substance abuse disorder. 3 Due in part to concerns about ramifications at work, employed persons with substance abuse disorders may not seek help. 3 Employees need to know about assistance programs available to them, and that these programs must adhere to strict confidentiality guidelines. 3 Missed days from work, changes in behavior, changes in work habits, and high accident rates are all signs that an employee may need some assistance. Employers, especially human resources departments, should be educated on identifying signs that an employee may need help with a substance abuse disorder and on how to assist employees in receiving the required help or health benefits in treating the disorder. Helping employees regain their ability to function in their jobs helps the employer; in addition to the costs associated with loss of productivity, the cost of firing that employee and replacing the position (including recruitment and training costs) can also be significant. 3 
■■ Conclusion
Patients who are opioid dependent utilize costly health care resources. An integrated approach to treatment is essential to reduce these costs and improve outcomes for these patients. 5 Physicians should utilize contracts and monitoring policies for all their pain patients, as well as opioid-dependent patients. Risk stratification and assessing aberrant drug related behaviors are important and can be done with tools currently available to practitioners. 9, 11, 12 Pain and opioid dependent patients must be provided with tools to enable them to cope with stressful situations and treatment for comorbid conditions, such as depression. 9, 12 Patients must be motivated to stay in therapy using integrated approaches to therapy including behavior modifications, employee assistance programs, and coverage of treatments by managed care organizations. 3, 19, 21 skills is important. 17 A study by Chaney and Roszell examined an all-male veteran population on methadone for opioid dependence and found they had few coping skills and tended to utilize unsuitable strategies when coping with high-risk circumstances. The study group participated in a 12-week coping skills training program. After completing the training, 70% remained in the methadone treatment program, and depressive symptoms and avoidant (or maladaptive) coping diminished.
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Relapse. Unfortunately, relapse is extremely common in treating opioid dependence. Continued use of opioids causes chemical changes in a person's brain that cause negative emotions and cravings when a patient tries to stop using. 19 During times of stress, a patient may relapse, especially if they do not have good coping skills. 20 Relapse is particularly common among patients who abuse more than 1 substance. 21 Remaining in treatment is important to success. 21 Regrettably, only 1 in 10 patients with substance abuse receives treatment, and of those, only 1 in 7 complete a program, according to the Network for the Improvement of Addiction Treatment, a nonprofit agency. 21, 22 Interestingly, those who do complete treatment are often patients who have insurance that covers their treatment. 21 ( Figure 1 ) Patients who are employed tend to be more compliant with treatment, as they may be motivated by having a supportive employer and a job to return to. Among employed people who sought help for opioid dependence, 93% said their employer knew of their treatment, 55% had an employee assistance program available to them, and 65% continued to work for the same employer 1 year after treatment, and about half abstained from substance abuse for more than a year. 3 In a study of human resource professionals, 85% said their company would benefit from education programs in the workplace that would help them 
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Persistence of BuprenorphineNaloxone Over a 12-Month Period
